Throughout their careers, doctors have an ethical obligation to consider the benefits and harms of treatment, and choose the most appropriate for each patient, resources allowing. There is also a legal requirement to practise to acceptable standards together with a professional requirement to participate in continuous medical education/professional development. The General Medical Council (GMC) states 'Doctors are responsible for maintaining their professional competence and standard of performance . . .' 1 and 'You must keep your knowledge and skills up to date . . . ' 2 .
There is a corresponding duty to educate others: 'You should be willing to contribute to the education of students or colleagues.' 2 A doctor's prime duty, however, is to 'Make the care of your patient your first concern' 2 -a duty that sits awkwardly with the other duty to learn and maintain less familiar skills that might be required for other patients. This conflict has implications for respecting patients' autonomy, gaining consent for treatments and upholding standards of practice. For example, fear of complaint or legal action motivates many anaesthetists specifically interested in airway management to stop teaching others on procedures or maintaining their own skills (debate and discussion, Difficult Airway Society Annual Meetings, Edinburgh 1999 and London 2002), despite recognized deficiencies in these skills. 3 Most of their concerns relate to informed consent for specific procedures or parts thereof-even though many consider them 'routine'. Such concerns may not be unwarranted: there are discrepancies between what patients would wish to be informed about and what anaesthetists feel they should be informed about. 4 The published work tends to neglect this dilemma, instead focusing on junior trainees, medical students, or practice on the recently dead, [5] [6] [7] but it merits wide debate especially at a time when specialist training is being curtailed and new consultants will be short of practical experience. 8, 9 Here I discuss the following questions. What is a 'procedure' and how can one decide whether its components can or should be considered separately-for example, regarding consent and choice? How can doctors balance their obligations to the present patient with those to future patients and society? Do patients themselves have obligations to other patients such that they ought to participate in doctors' learning or maintenance of skills? And how can the practitioner reconcile these conflicts while respecting patients' autonomy? Finally, I offer a stepwise, practical approach based on consideration of these questions.
PROCEDURES Complexity
A crucial question is, what constitutes a 'procedure'? From the patient's perspective, for example, hip replacement is the removal of the worn joint and insertion of a new one. From the anaesthetist's viewpoint, the following might all be considered separate procedures: intravenous cannulation; epidural insertion; induction of anaesthesia; tracheal intubation and extubation. Furthermore, many of these are complex; epidural insertion may be midline or paramedian, each with particular advantages/disadvantages, and tracheal intubation may involve 'standard' laryngoscopes, alternatively shaped blades, or flexible fibrescopes (generally reserved for difficult cases but possibly less traumatic in routine cases). The anaesthetist, moreover, might consider surgery a single 'procedure' whereas the surgeon might subdivide it into skin incision, superficial/deep dissection, removal of diseased bone, preparation of the remaining bone, insertion of the prosthesis, and closure. Doubtless many further subdivisions are possible.
Such precision may seem pedantic but it has great relevance to whether patients should, or can, consent to each component of a greater 'procedure'. Other important aspects are the benefits and harm that might result.
Benefits
The degree of benefit will vary from procedure to procedure and, often, with practitioners' experience. With proper supervision, inexperienced practitioners should be able to provide at least adequate benefit, however defined. It is even possible that greater benefit could result from supervised procedures, because of closer scrutiny and greater attention to detail. In some cases, practitioners' experience has little impact unless the procedure fails. For example, once tracheal intubation is accomplished, its entire benefit has been achieved-though the amount of harm caused while achieving it may vary with experience (see below).
Future patients also benefit from what the doctor learns when performing the procedure. For common procedures such as venous cannulation there are many future beneficiaries; for others such as fibreoptic intubation there are fewer although the magnitude of benefit for each may be huge: when standard intubation fails, fibreoptic intubation can be life-saving. Though novice practitioners have most to learn, even fully fledged specialists learn from each clinical encounter since every patient differs slightly from the last.
Harms
Few procedures are risk-free and patients may experience apprehension, discomfort or specific complications. Treatment by inexperienced practitioners may increase the risks although (as stated above) not necessarily. An important but abstract harm is disrespect for autonomy, if patients are 'used' for teaching or training without consent. 10, 11 Moreover, if patients fear that their doctor might be driven by interests other than their wellbeing, doctor-patient trust will suffer (though it would also suffer if doctors were unable to learn adequately). If patients agree to participate, autonomy is respected, but it is unethical to treat people merely as means to an end. Others may also suffer harme.g. the institution-if complications occur, and harm may befall future patients if doctors learn bad techniques.
AUTONOMY, CONSENT AND CHOICE
Autonomy's central place in medical ethics is reflected in the professional and legal emphasis on informed consent. 12, 13 An extension of the patient-centred approach is the promotion of patients' 'choice', currently dominating the political agenda. 14 However, the extent to which consent can be 'informed' is open to question, and choice and autonomy are not the same thing.
The complexity of medical treatments makes it difficult, perhaps impossible, for patients to give truly informed consent. 15 A practical procedure that includes multiple components cannot be explained in its entirety since the level of detail is potentially endless. Furthermore, if every clinical encounter has educational potential, then the presence of both therapeutic and educational components adds a further layer of complexity. Such difficulties are reflected in the vagueness of the guidance that exists: neither the GMC nor the Department of Health covers this aspect of treatment. 12, 13, 16 Regarding anaesthesia, professional guidance published in 1999 suggests that consent includes consent for its components too, 17 and this would appear to be supported by case law-albeit established over ten years ago. 18 The Royal College of Anaesthetists has advised that consent is unnecessary for fibreoptic intubation performed by trainees under supervision if the procedure would 'normally' be used; procedures not 'normally' used are 'probably' inappropriate for teaching purposes. 19 However, these terms are not defined, the guidance is brief and lacking in detail, and the suggested referral to a clinical ethics committee is unhelpful since most hospitals do not have one. 20 It is commonly assumed that allowing choice is the same thing as respecting autonomy and that by promoting the former one is respecting the latter-or conversely, by denying patients choice one is disrespecting their autonomy. However, in order to make an autonomous decision one does not require multiple options (for example, one does not need six restaurants to decide whether to eat out). 21 Patients are already denied choice at several levels (e.g. which services are offered by their local hospital; which ward they go to; which drug is used to induce anaesthesia) without obvious breaches of their autonomy. Furthermore, the choice between two options is not an autonomous decision if the agent is not fully informed about each, 21 and it could be argued that patients are already making (and must continue to make) nonautonomous decisions about procedures because of the difficulties described above.
OBLIGATIONS Doctors
Doctors should not feel they must completely exhaust their primary obligations to the patient before paying any attention to societal obligations, so long as the care the patient receives is acceptable. Thus care might sometimes be pinned to this minimal acceptable standard in order to fulfil societal obligations, e.g. resource allocation, preventive medicine or research. 10 Doctors' societal obligations must, however, be weighed against resultant individual harms, particularly regarding autonomy. 10, 11 A cautious approach is generally advocated; for example, though doctors must sometimes recognize a public duty to breach medical confidentiality, the circumstances in which disclosure is permissible are carefully restricted. 22, 23 This caution reflects the recognition of patients' vulnerability and rights, and the balance between the benefits/harms of such actions.
Patients
It has been argued that patients have obligations to participate in training. From a consequentialist viewpoint, in which individuals must do whatever maximizes the good and minimizes the harm, patients are obliged to participate since any harms they might experience are outweighed by the benefits to countless future recipients of the skills learnt. Such an argument, though, is incompatible with the modern emphasis on autonomy. 11 Furthermore, the resultant damage to doctor-patient trust would reduce or even negate the overall good of such a policy. Alternatively, patients' participation might 'repay a debt' to past patients who have contributed to the teaching of current doctors. However, yesterday's patients cannot benefit directly and not all have contributed-nor do all today's patients have the opportunity to 'repay' them. 24 A more convincing argument is one based on individuals' place in a continuing society and their obligations to it and to other members of that societyboth present and future. 25 This communitarian approach is supported by the principles 11 of beneficence (it's good that my actions benefit others), non-maleficence (it's wrong if they harm others), and justice (it's unfair to insist that my wishes be satisfied to the detriment of others')-even though individuals' autonomy might be compromised. 26 Patients' obligations to others are recognized and accepted in other areas of medicine-for example, the duties to give blood and carry an organ donor card. 27 However, these obligations are not strong enough to override all other considerations and the general view is that, if such obligations exist, autonomy should not be compromised in order to meet them. 11 
OPTIONS AND SOLUTIONS

The research model
It has been proposed that consent for training should follow the process for consent for research, in view of their similarities. 28, 29 Training and research are both extra to 'therapeutic' care yet necessary for medicine's continuation and improvement; individuals may volunteer altruistically as subjects for both; and both require protection for vulnerable patients. Application of the research model to learning/maintaining practical skills recognizes these common features and capitalizes on the voluminous guidance for the regulation of research. As in research, training would be based around fully informed consentparticularly concerning the extra risk and the lack of any obligation to participate. 28, 29 Certain differences limit the appropriateness of this model. Even in therapeutic research, individuals do not participate primarily to derive benefit, which cannot be guaranteed. But patients undergoing therapeutic procedures are expected to benefit, notwithstanding attendant risks. Second, therapeutic research involves processes extra to patients' care whereas most training experiences occur during it. Finally, patients consent to research separately from treatment, but since the educational and therapeutic components of procedures cannot easily be distinguished, the obtaining of separate consent for educational aims becomes near impossible-except for procedures performed solely for educational purposes.
A practical approach I propose a stepwise practical approach (Box 1). For example, a novice would be unjustified in using fibreoptic intubation without consent in a routine case, since the harms (infringing autonomy, prolonging intubation, damaging the fibrescope) outweigh the benefits; furthermore, there are alternatives for training (e.g. courses) and for intubation ('standard' technique). Even were the patient's autonomy respected by prior consent, the harms arguably outweigh the benefits.
J O U R N A L O F T H E R O Y A L S O C I E T Y O F M E D I C I N E
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1. Recognize the patient's rights, the importance of autonomy and how these are vulnerable to infringement 2. Consider both the magnitude and the likelihood of benefits and harms that might accrue to the patient, to other/future patients and to society. This requires the educational content of the procedure to be identified and defined, as much as possible. The needs and condition of the particular patient, the nature of the procedure itself, and the expertise of the practitioner(s) would all contribute to this analysis 3. Consider how the benefits might be maximized and the harms minimized, both for each particular procedure and in general terms-for example, by developing efficient training programmes, ensuring that training opportunities are not 'wasted' on inappropriate practitioners and promoting public education about the process 4. Refer to any existing professional guidance. Ideally, professional bodies such as the Royal Colleges would consider specific procedures such as fibreoptic intubation and issue precise recommendations. Where such guidance does not exist, reference should be made to other bodies' advice or even to senior colleagues who understand the issues 5. Consider any alternatives. The 'default' position should be full explanation and consent unless this is impractical and associated with wider harms. It would be advisable to record one's decision in the patient's notes when there is any doubt or disagreement, particularly when specific consent is not sought 6. Educate medical and other staff, to raise awareness of these issues.
Box 1 Stepwise approach to be followed whenever seeking consent for practical procedures in which there is potential for learning on the part of the practitioner and/or observers Consider now another anaesthetist, routinely using fibreoptic intubation as his standard technique following extensive training. The risks have been minimized, patients can expect maximum benefit from the less traumatic technique, and future patients benefit from his maintaining his skills. Should specific consent be obtained? Professional guidance suggests not. 17, 19 In some instances, though, more detailed discussion of intubation may be required-e.g. if specific concerns are raised such as sore throat-but the fact that a particular method of intubation is to be used would not alter this requirement. All doctors must be sensitive to their patients' anxieties and be prepared to exercise judgment, in accordance with general guidance relating disclosure to individual patients. 12, 13, 16 In practical terms, this would take place when the usual discussion of the details of the anaesthetic technique occurs preoperatively.
The same applies when supervising trainees; consultants are responsible for their patients' care and must ensure that the patient is not put at increased risk. Use of a particular technique as part of a routine procedure does not in itself necessitate full discussion, even though it could be argued that this might infringe autonomy. However, a procedure introduced purely for training (e.g. nasotracheal intubation when orotracheal intubation would be usual) merits separate consent. The Department of Health advises that patients should understand '. . . the nature and purpose of the procedure'. 13 This approach recognizes a continuum. At one extreme, the risks of procedures are so great (e.g. high frequency of serious complications) or the benefits so small (e.g. readily available alternatives) that they should be either avoided or done by the most experienced person available. At the other extreme, the harms are so small and the benefits so great that use of the experience to promote learning does not necessarily require separate consent. Clearly, judgment is required for those decisions which should not be left to trainees. The same principles apply to procedures performed purely for learning/maintaining skills, but the test should be harder-akin to non-therapeutic research. Since the procedure is not part of normal treatment, consent should always be sought. Furthermore, some risks are so great as to prohibit a procedure with or without the patient's consent.
